
AUTOPSY REIMBURSEMENT 
BILLING FORM 

 
 
Date of Invoice:______________  Invoice #:  ________________  County:  ____________ 
 
Name of Child:  ______________________________  Date of Death:_________________ 
 
Cause of Death:  _____________________________  Manner of Death:  ______________ 
 
Coroner:  ___________________________________  Coroner Case #:  _______________  
 
Date of Service:  _________________   Federal Tax ID #:  __________________________ 
 
 
Professional Autopsy Fees…………………………………………..…………………………... $_______ 
 
Facility Fees………………………………………………………………..….………………….… $_______ 
 
Radiology Fees………………………………………………………………..……………….…… $_______ 
 
Toxicology Fees………………………………………………………………..………………...… $_______ 
 
Laboratory Fees…………………………………………………………………..………...……… $_______ 
 
Hospital Lab/Slide Fees…………………………………………………...………….……………$_______ 
 
Body Transport Fees………………………………………………………………….……………$_______ 
 
Body Storage Fees……………………………………………………………………….….…….. $_______ 
 
Body Bag(s) …………………………………………………………….………….…...………….. $_______ 
 
Technician Fees……………………………………………………..………...………..…………. $_______ 
 
                                                                                                                        TOTAL DUE:    $_______ 
 
 
REMIT PAYMENT TO: 
(Agency) 
(ATTN: ) 
(Address 1) 
(Address 2) 
(Address 3) 


